
STATE OF CALIFORNIA SS- HEALTH AND WELFARE AGENCY PETE WILSON,PETE WILSON, Governor Governor

DEPARTMENT  OF  SOCIAL  SERVICESDEPARTMENT  OF  SOCIAL  SERVICES
744 P Street, Sacramento, CA 95814

August 6, 1998

ALL COUNTY INFORMATION NOTICE I-44-98       REASON FOR THIS TRANSMITTAL

[  ] State Law Change
[  ] Federal Law or Regulation  

TO:  ALL COUNTY WELFARE DIRECTOR S                   Change
        ALL CalWORKS PROGRAM SPECIALIST S         [x] Court Order

[  ] Clarification Requested by
One or More Counties

[  ] Initiated by CDSS

SUBJECT:  PAOLI V. ANDERSON IMPLEMENTATION MATERIALS

REFERENCE:  ALL COUNTY LETTER NOS. 97-59, 97-63, 98-18 AND 98-55

The purpose of this All County Information Notice is to transmit the remaining
implementation materials for th e Paoli v. Anderson court case.  Attached to this letter are:

! Claim form (Temp 2159)

! Poster (Temp 2158A MULTILINGUAL)

! Notices of Action to approve a claim, to approve a claim with interest, to deny a claim,
and to request additional information

! Reporting document (GEN 1172)

! Interest Rate Multiplier Chart

A claim form in English and a separate form in Spanish were provided with ACL 98-55. 
The Paoli court order requires that CDSS make the claim form available in English, Spanish,
Cambodian, Chinese, Russian and Vietnamese.  The attached claim form includes all of these
languages on a single form for your convenience.  You may use the claim forms previously
provided or the attached claim form, and both are to be accepted from claimants.  

The attached poster (Temp 2158A MULTILINGUAL) must be prominently displayed
during the claims period from August 15, 1998 through November 30, 1998.  The attached
reporting document (GEN 1172) must be submitted no later than March 10, 1999.
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Use the attached interest rate multiplier chart to calculate any interest due on corrective
underpayments.  Interest is to be paid only to claimants who are not receiving CalWORKs cash
aid at the time any corrective underpayment is made.  To use the multiplier chart, match the
retroactive month to the payment month to determine the multiplier percentage.  Then, multiply
the amount of the corrective underpayment for the retroactive month by the multiplier percentage
on the chart to get the amount of interest for that retroactive month.  Do the same interest
calculation for each month of retroactive eligibility. 

As previously noted in ACL 98-18, the Paoli court order covers overpayments for lump
sum periods of ineligibility after October 1996, including those caused by aid paid pending and by
failure to report a lump sum.  Counties are to follow the instructions in ACL 98-55 to recompute
benefits for a previous period of ineligibility after October 1996.

The Paoli court order requires that the dollar amount of the corrective underpayments
made and the interest paid be reported.  Detailed instructions on this reporting will follow shortly
in a County Fiscal Letter. 

Pursuant to MPP 63-502.2(j), for purposes of determining eligibility for food stamp
benefits, these retroactive payments are excluded as income, but counted as a resource in the
month received.  If you have any questions regarding food stamp benefits, please contact Mr.
Ernie Villalobos at (916) 657-1680.

If you have any questions about the Paoli court case, please call Mr. Vincent Toolan at
(916) 654-1808.

Sincerely,
Original Document Signed By 
Maria Hernandez for Charr Lee Metsker on 8/6/98
CHARR LEE METSKER, Chief
Employment and Eligibility Branch

Attachments

c: CWDA
CSAC



PAOLI V. ANDERSON LUMP SUM COURT CASE CLAIM FORM
Provide all the information you can. If you donÕt have all the information, Þll in what you can.

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

NAME SOCIAL SECURITY NUMBER

ADDRESS

PHONE NUMBER (IF ANY)

LUMP SUM AMOUNT

$

CASE NUMBER IF KNOWN

DATE YOU RECEIVED THE LUMP SUM DATES OF PERIOD OF INELIGIBILITY COUNTY WHERE YOU WERE LIVING WHEN YOU RECEIVED THE LUMP SUM

DATE OF BIRTH

CITY STATE ZIP CODE

CLAIM FORMS MUST BE SUBMITTED BY NOVEMBER 30, 1998. 

_           _

Complete as much as you can and return this claim form to:

Interest will be paid only to claimants who are not receiving CalWORKs cash aid when the underpayment is issued.

Conteste todas las preguntas que pueda y devuelva este formulario de reclamaci�n a:

S�lo se le pagar� inter�s a los reclamantes que no est�n recibiendo asistencia monetaria de CalWORKs* cuando se emita el ajuste por el pago insuÞciente.

LOS FORMULARIOS DE RECLAMACION SE TIENEN QUE ENTREGAR A MAS TARDAR EL 30 DE NOVIEMBRE DE 1998.
*Programa de California de Oportunidades de Trabajo y Responsabilidad hacia los Ni�os

FORMULARIO DE RECLAMACION PARA EL CASO PAOLI VS. ANDERSON Ð PAGOS GLOBALES
D� toda la informaci�n que pueda. Si no tiene toda la informaci�n, complete lo que pueda.

NOMBRE NUMERO DEL SEGURO SOCIAL

DIRECCION

N¼ DE TELEFONO (SI ES QUE TIENE TELEFONO)

CANTIDAD DEL PAGO GLOBAL

$

NUMERO DEL CASO SI ES QUE LO SABE

FECHA EN QUE RECIBIO EL PAGO GLOBAL FECHAS DEL PERIODO EN QUE NO FUE ELEGIBLE CONDADO DONDE VIVIA CUANDO RECIBIO EL PAGO GLOBAL

FECHA DE NACIMIENTO

CIUDAD ESTADO ZONA POSTAL

_           _

PAOLI ANDERSON

TEMP 2159 (CH) (8/98)

TEMP 2159 (SP) (8/98)

TEMP 2159 (8/98)

$

1998 30

_           _



CC̃̃AACC  ··‚‚NN  XXIINN TTRRUUYY LL¿¿AANNHH PPHH̆̆AAII ··——ææ‚‚CC NNØØææOOPP  VV¯ĀAOO HHAAYY TTRR——˜‚̃‚CC NNGḠ̄AAYY 3300  TTHH̃̃AANNGG 1111  NN°°MM 11999988..

ÄçäÖíõ íêÖÅéÇÄçàâ ÑéãÜçõ Åõíú ëÑÄçõ Ñé 30 çéüÅêü 1998 ÉéÑÄ.
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XXiinn  qquuµµyy  vvÆÆii  kkøøee  kkhhaaii  tthhøøÚÚaatt  ªª““aayy  ªª≥≥uu  ccµµaacc  dd÷÷––  kkiiøøÚÚeenn..    NNππeeuu  qquuµµyy  vvÆÆii  kkhhøøoonngg  bbiiππeett  ttππaatt  cc≥≥aa  ccµµaacc  dd÷÷––  kkiiøøÚÚeenn,,  hh÷÷aayy  ªªii““eenn  nnhh÷÷––nngg  gg≤≤ii  qquuµµyy  vvÆÆii  bbiiππeett..

TEMP 2159 (VN) (8/98)

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

TØEN HæO S∏O AN SINH X¿A HØæOI

·ÆIA CH˘I

S∏O ·IØæEN THOæAI (N∏EU C˜O)

S∏O TI”EN NHØæAN TRæON MØæOT L”AN

$

S∏O H”O S‚ N∏EU BI∏ET

NG¯AY L¿ANH S∏O TI”EN NHØæAN TRæON MØæOT L”AN C˜AC NG¯AY C˘UA KHO˘ANG TH¯‚I GIAN KHØONG HØæOI ·˘U ·I”EU KIØæEN TØEN HæAT N‚I QU˜Y VÆI ·¿A SINH S∏ONG KHI QU˜Y VÆI L¿ANH S∏O TI”EN 
NHØæAN TRæON MØæOT L”AN

NG¯AY SINH

TH¯ANH PH∏O TI’EU BANG S∏O KHU Væ—C B—U ·IØæEN

_           _

Xin cπo gµ•ng ªi“en thøÚat ª“ay ª≥u v≤a g≥–i ho≤an m≠au ªºn xin truy l÷anh n≤ay cho:

Ti“en l≤ºi s÷e ch≥i ª–Úºc tr≥a cho nh÷–ng ng–≤ºi xin truy l÷anh trÚº cπap n≤ao khøong cµo h–≥ºng trÚº cπap ti“en mÚ•t c≥ua ch–ºng tr≤inh CalWORKs (ch–ºng tr≤inh c≥ua California tÚao cº høÚoi v“e
viøÚec l≤am v≤a trµach nhiøÚem ªπoi vµºi con em) v≤ao lµuc cπap tr≥a ph“an cπap thiπeu.
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TEMP 2159 (CB) (8/98)

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
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ÄçäÖíÄ íêÖÅéÇÄçàü ÇõèãÄíõ ÑÖçÖÜçéâ èéåéôà àá-áÄ êÖòÖçàü ëìÑÄ èÄéãà èêéíàÇ ÄçÑÖêëéç
èÂ‰ÓÒÚ‡‚¸ÚÂ ‚Ò˛ ËÌÙÓÏ‡ˆË˛, ÍÓÚÓÛ˛ Ç˚ ÏÓÊÂÚÂ. ÖÒÎË Û Ç‡Ò ÌÂÚ ‚ÒÂÈ ËÌÙÓÏ‡ˆËË, Á‡ÔÓÎÌËÚÂ, ˜ÚÓ ÏÓÊÂÚÂ.

TEMP 2159 (RS) (8/98)

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

àåü çéåÖê ëéñàÄãúçéÉé ëíêÄïéÇÄçàü

ÄÑêÖë

çéåÖê íÖãÖîéçÄ (Öëãà Öëíú)

ÖÑàçéÇêÖåÖççé ÇõèãÄóÖççÄü ëìååÄ

$

çéåÖê ÑÖãÄ, Öëãà áçÄÖíÖ

ÑÄíÄ, äéÉÑÄ Çõ èéãìóàãà ÖÑàçéÇêÖåÖççé ÇõèãÄóÖççìû
ëìååì

ÑÄíõ èÖêàéÑéÇ, äéÉÑÄ Çõ çÖ àåÖãà èêÄÇé çÄ èéåéôú éäêìÉ, ÉÑÖ Çõ Üàãà, äéÉÑÄ èéãìóàãà ÖÑàçéÇêÖåÖççé ÇõèãÄóÖççìû ëìååì

ÑÄíÄ êéÜÑÖçàü

ÉéêéÑ òíÄí èéóíéÇõâ àçÑÖäë

_           _

á‡ÔÓÎÌËÚÂ ‚ÒÂ, ˜ÚÓ ÏÓÊÂÚÂ Ë ‚ÂÌËÚÂ ˝ÚÛ ‡ÌÍÂÚÛ:

èÓˆÂÌÚ˚ ·Û‰ÛÚ ÛÔÎ‡˜ÂÌ˚ ÚÓÎ¸ÍÓ ÚÂ·Û˛˘ËÏ, ÍÓÚÓ˚Â ÌÂ ÔÓÎÛ˜‡˛Ú ‰ÂÌÂÊÌÛ˛ ÔÓÏÓ˘¸ ÔÓ ÔÓ„‡ÏÏÂ CalWORKs* ‚Ó ‚ÂÏfl ‚˚ÔÎ‡Ú˚ ÌÂ‰ÓÔÎ‡˜ÂÌÌÓÈ ÒÛÏÏ˚.
* -  èÓ„‡ÏÏ‡ ‚ÓÁÏÓÊÌÓÒÚË ÚÛ‰ÓÛÒÚÓÈÒÚ‚‡ Ë ÓÚ‚ÂÚÒÚ‚ÂÌÌÓÒÚË ÔÂÂ‰ ‰ÂÚ¸ÏË ‚ ä‡ÎËÙÓÌËË.



ALL CLAIM FORMS FOR BACK CASH AID MUST BE TURNED IN BY
NOVEMBER 30, 1998. 

Did you get cash from a lawsuit settlement,
a worker’s comp award, an inheritance or some other source?

• The AFDC lump sum rule has ended. Under the Paoli lawsuit, if you were ineligible
for cash aid any time after October 1996 because you got a lump sum (from a
lawsuit settlement, worker’s compensation award, inheritance or other source),
welfare might owe you back cash aid, even if you got the lump sum before
October 1996. You might also be eligible for back benefits if you had an overpayment
caused by ineligibility for cash aid any time after October 1996 because of a lump
sum.

• To claim back benefits, you must submit a simple claim form giving your name and
whatever information you have about the lump sum. You can get a claim form at
the welfare office or by calling toll-free 1-800-952-5253.

STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

WELFARE MAY OWE YOU MONEY

¿Recibió usted dinero proveniente del arreglo de una demanda,
una compensación por lesiones de trabajo, una herencia o de alguna otra fuente?

ES POSIBLE QUE LA ASISTENCIA PUBLICA (WELFARE)
LE DEBA DINERO



POST FROM AUGUST 15, 1998 THROUGH NOVEMBER 30, 1998.
TEMP 2158A (Multilingual) (8/98) PAOLI

• Se terminó la regla de AFDC (Asistencia para Familias con Niños Necesitados) en
relación a las cantidades globales (lump sum).  De acuerdo a la demanda conocida
en inglés como “Paoli lawsuit”, si usted no era elegible para recibir asistencia monetaria
en cualquier momento después de octubre de 1996 debido a que usted recibió una
cantidad global (proveniente del arreglo de una demanda, una compensación por
lesiones de trabajo, una herencia o de alguna otra fuente), es posible que la asistencia
pública le deba asistencia monetaria retroactiva, aun si usted recibió la cantidad
global antes de octubre de 1996.  Es posible que también sea elegible para recibir
beneficios retroactivos si es que, debido a una cantidad global, usted recibió un pago
excesivo el cual sucedió debido a su inelegibilidad para recibir asistencia monetaria
después de octubre de 1996.

• Para solicitar beneficios retroactivos, usted tiene que presentar un reclamo simple en
el cual dé su nombre y cualquier información que tenga acerca de la cantidad global.
Usted puede obtener un formulario de reclamo en la oficina de bienestar público o
puede obtenerlo llamando al número de teléfono gratuito 1-800-952-5253.

TODOS LOS RECLAMOS PARA ASISTENCIA MONETARIA RETROACTIVA SE
TIENEN QUE ENTREGAR A MAS TARDAR EL 30 DE NOVIEMBRE DE 1998.

•
• k®henp7jk\joz,oeipm4\kn;d®olhojnkp|k= ÇniÏ7h=j4o=u7jÏimz,ooj4p5n5v/k'¥u'h4nk\joz,o E
• ÖÒÎË Ç˚ ÌÂ ÔÓÌËÏ‡ÂÚÂ ÒÏ˚ÒÎ ˝ÚÓ„Ó ËÁ‚Â˘ÂÌËfl, ÔÓÊ‡ÎÛÈÒÚ‡, Ó·‡ÚËÚÂÒ¸ Í

Ç‡¯ÂÏÛ ‡·ÓÚÌËÍÛ.

• Nπeu quµy vÆi khøong hi‘eu nøÚoi dung thøong bµao n≤ay, xin liøen lÚac vµºi nhøan viøen phÚu trµach h“o sº
c≥ua quµy vÆi.



State of California - Health and Welfare Agency California Department of Social Services

COURT CASE STATISTICAL REPORT
SEND ONE COPY TO:

California Department of Social Services
Data Operations Branch, Reports Unit, MS 19-81
P.O. Box 944243
Sacramento, CA  94244-2430

PAOLI V. ANDERSON (916) 322-9819

NAME OF COUNTY SUBMITTING REPORT   THIS REPORT IS DUE ON OR BEFORE:

 3/10/99

THIS REPORT IS:

    ORIGINAL SUBMISSION     REVISED SUBMISSION

     REPORTING PERIOD: 8/15/98 TO    2/28/99
1

1. Total number of claims for retroactive benefits, under Paoli v. Anderson, received  
from 8/15/98 through 11/30/98.  (Must equal the total of items 2 and 3 below)   …………………........................……..........  

2

2. Total number of claims in item 1 (above) which were granted  .............................................................................................  
3

3. Total number of claims in item 1 (above) which were denied.  (Must equal the total of 
items 3A. and 3B. below)  ..……………………………………................................................................................................. 

4

A. Total number of claims denied for failure to submit necessary additional  
information  ..........................………………………………………..............................................................................  

5

B. Total number of claims denied for other reasons    .................................................................................................  

TO BE USED ONLY UPON INSTRUCTIONS FROM THE CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

PERSON TO CONTACT REGARDING THIS REPORT TELEPHONE NUMBER DATE

GEN 1172 (7/98) COURT CASE: PAOLI V. ANDERSON  





STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICESCOUNTY OFNOTICE OF ACTION

Notice Date :
Case

Name :

Number :
Worker

Name :

Number :

Telephone:

Address :

Questions? Ask your Worker.

ADDRESSEE

State Hearing: If you think this action is wrong,
you can ask for a hearing. The back of this page
tells how.  Your benefits may not be changed if you
ask for a hearing before this action takes place.

Rules: These rules apply. You may review them at your welfare
office:  Paoli v Anderson

TEMP NA 302D (8/98) RETROACTIVE APPROVAL, WITHOUT INTEREST (PAOLI V. ANDERSON 11/1/96 - 1/1/98) Page 1 of 2

As of __________________, the county has approved your back cash
aid of $_________________.

HERE'S WHY:

A court says that we should have counted a lump sum you received
like other kinds of income. You will not receive interest on the back
cash aid because you are currently being aided.

Your back cash aid is figured on the next page.

■■ A check will be sent soon.

■■ A check is enclosed.

If you get Food Stamps we will count your back cash aid as a resource.

■■ You may get another notice from Food Stamps.



YOUR HEARING RIGHTS

To Ask For a State Hearing

• You only have 90 days to ask for a hearing. The 90 
days started the day after we gave or mailed you this 
notice.

• You have a much shorter time to ask for a hearing if
you want to keep your same benefits.

To Keep Your Same Benefits While You Wait For a Hearing

You must ask for a hearing before the action takes place.

• Your Cash Aid will stay the same until your hearing.

• Your Medi-Cal will stay the same until your hearing.

• Your Food Stamps will stay the same until the hearing 
or the end of your certification period, whichever is 
earlier.

• Your CalWORKs Child Care benefits will not stay the
same until your hearing.

• If the hearing decision says we are right, you will owe 
us for any extra cash aid or food stamps you got.

To Have Your Benefits Cut Now

If you want your Cash Aid or Food Stamps cut while 
you wait for a hearing, check one or both boxes.

■■ Cash Aid ■■ Food Stamps

To Get Help

You can ask about your hearing rights or free legal aid at
the state information number.

Call toll free: 1-800-952-5253

If you are deaf and use TDD, call: 1-800-952-8349

You may get free legal help at your local legal aid office or
welfare rights group.

Other Information

Child and/or Medical Support: The District Attorney’s office will help
you collect support even if you are not on cash aid. There is no cost for
this help. If they now collect support for you, they will keep doing so
unless you tell them in writing to stop. They will send you any current
support money collected. They will keep past due money collected that
is owed to the county.

Family Planning:  Your welfare office will give you information
when you ask for it.

Hearing File: If you ask for a hearing, the State Hearing Office will set
up a file. You have the right to see this file.  The State may give your file
to the Welfare Department, the U.S. Department of Health and Human
Services and the U.S. Department of Agriculture.  (W. & I. Code Section
10950).

HOW TO ASK FOR A STATE HEARING

The best way to ask for a hearing is to fill out this page. Make
a copy of the front and back for your records. Then, send or
take this page to:

Your worker will get you a copy of this page if you ask. Another
way to ask for a hearing is to call 1-800-952-5253.  If you are
deaf and use TDD, call: 1-800-952-8349.

HEARING REQUEST

I want a hearing because of an action by the Welfare Department

of _____________________________________ County about my

■■ Cash Aid     ■■ Food Stamps     ■■ Medi-Cal     ■■ Child Care

■■ Other (list)_________________________________________

Here's why:___________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

■■ Check here and add a page if you need more space.

■■ I want the person named below to represent me at this hearing.
I give my permission for this person to see my records or come
to the hearing for me.

NAME________________________________________________

ADDRESS ____________________________________________

____________________________________________

■■ I need a free interpreter.
My language or dialect is: _____________________________

My name: _________________________________________

Address: _________________________________________

_________________________________________

Phone: _________________________________________

My case number:_______________________________________

My signature: _________________________________________

Date: _________________________________________
NA BACK 8



COUNTY OFNOTICE OF ACTION
(Continued)

STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

Notice Date :  ____________________________________________________________________________
Case

Name :  ____________________________________________________________________________

Number : ____________________________________________________________________________

Underpayment Month and Year: ______________ ______________ ______________ ______________ ______________

A Family Gross Income
____________________________ $ ______________ ______________ ______________ ______________ ______________
____________________________ + ______________ ______________ ______________ ______________ ______________

Total Gross Income   1 = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Basic Need for _____ Persons $ ______________ ______________ ______________ ______________ ______________
Special Needs + ______________ ______________ ______________ ______________ ______________
Total Needs = ______________ ______________ ______________ ______________ ______________

X 1.85
185% of Needs   2 = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________

If  1 is larger than  2 , you were not eligible in that month, so no underpayment occurred.

B Net Countable Income
Total Earned Income $ ______________ ______________ ______________ ______________ ______________
Work Expense Disregard – ______________ ______________ ______________ ______________ ______________
$30 and 1/3 Disregard (Assistance Unit only) – ______________ ______________ ______________ ______________ ______________

Subtotal = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Dependent Care Disregard 
(Assistance Unit only) – ______________ ______________ ______________ ______________ ______________
Other Countable Income (List Sources)
_______________________________ + ______________ ______________ ______________ ______________ ______________
_______________________________ + ______________ ______________ ______________ ______________ ______________
Court Ordered Child/Spousal Support Paid 

for Persons Not Living in the Home – ______________ ______________ ______________ ______________ ______________
Support Paid to Other(s) Not Living in the

Home Claimed as Federal Tax Dependent
(Non-Assistance Unit Only) – ______________ ______________ ______________ ______________ ______________

Net Countable Income = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________

C Correct Cash Aid Payment
Basic Need Amount  (# persons) $ ( ) ( ) ( ) ( ) ( )______________ ______________ ______________ ______________ ______________
Special Needs + ______________ ______________ ______________ ______________ ______________
Net Countable Income – ______________ ______________ ______________ ______________ ______________

Subtotal A = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Maximum Aid Payment (MAP) $ ______________ ______________ ______________ ______________ ______________
Special Needs + ______________ ______________ ______________ ______________ ______________

Subtotal B = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Correct Cash Aid Amount 
(Lesser of Subtotal A or B) $ ______________ ______________ ______________ ______________ ______________

D Underpayment
Correct Cash Aid Amount $ ______________ ______________ ______________ ______________ ______________
Cash Aid Paid to You – ______________ ______________ ______________ ______________ ______________
Underpayment = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________

TOTAL UNDERPAYMENT (All Months) $ ____________________________

Rules: These rules apply; you may review them at your
Welfare Office: PAOLI v. ANDERSON
State Hearing: If you think this action is wrong, you can ask for
a hearing. The back of Page 1 tells how.
TEMP NA 302D (8/98) CONTINUATION - RETROACTIVE COMPUTATION WITHOUT INTEREST (PAOLI V. ANDERSON 11/1/96 - 1/1/98) Page 2 of 2

Underpayment Amount Owed
(For Underpayments Occurring From 11/1/96 and before 1/1/98)



STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICESCOUNTY OFNOTICE OF ACTION

Notice Date :
Case

Name :

Number :
Worker

Name :

Number :

Telephone:

Address :

Questions? Ask your Worker.

ADDRESSEE

State Hearing: If you think this action is wrong,
you can ask for a hearing. The back of this page
tells how.  Your benefits may not be changed if you
ask for a hearing before this action takes place.

Rules: These rules apply. You may review them at your welfare
office:  Paoli v Anderson

TEMP NA 302B (8/98) PAOLI V. ANDERSON RETROACTIVE APPROVAL, WITH INTEREST (PAOLI V. ANDERSON (11/1/96 - 1/1/98) Page 1 of 2

As of __________________, the county has approved your back cash
aid of $___________, plus interest in the amount of $_____________,
for a total amount of $_____________.

HERE'S WHY:

A court says that we should have counted a lump sum you received
like other kinds of income.

Your back cash aid is figured on the next page.

■■ A check will be sent soon.

■■ A check is enclosed.

If you get Food Stamps we will count your back cash aid as a resource.

■■ You may get another notice from Food Stamps.



YOUR HEARING RIGHTS

To Ask For a State Hearing

• You only have 90 days to ask for a hearing. The 90 
days started the day after we gave or mailed you this 
notice.

• You have a much shorter time to ask for a hearing if
you want to keep your same benefits.

To Keep Your Same Benefits While You Wait For a Hearing

You must ask for a hearing before the action takes place.

• Your Cash Aid will stay the same until your hearing.

• Your Medi-Cal will stay the same until your hearing.

• Your Food Stamps will stay the same until the hearing 
or the end of your certification period, whichever is 
earlier.

• Your CalWORKs Child Care benefits will not stay the
same until your hearing.

• If the hearing decision says we are right, you will owe 
us for any extra cash aid or food stamps you got.

To Have Your Benefits Cut Now

If you want your Cash Aid or Food Stamps cut while 
you wait for a hearing, check one or both boxes.

■■ Cash Aid ■■ Food Stamps

To Get Help

You can ask about your hearing rights or free legal aid at
the state information number.

Call toll free: 1-800-952-5253

If you are deaf and use TDD, call: 1-800-952-8349

You may get free legal help at your local legal aid office or
welfare rights group.

Other Information

Child and/or Medical Support: The District Attorney’s office will help
you collect support even if you are not on cash aid. There is no cost for
this help. If they now collect support for you, they will keep doing so
unless you tell them in writing to stop. They will send you any current
support money collected. They will keep past due money collected that
is owed to the county.

Family Planning:  Your welfare office will give you information
when you ask for it.

Hearing File: If you ask for a hearing, the State Hearing Office will set
up a file. You have the right to see this file.  The State may give your file
to the Welfare Department, the U.S. Department of Health and Human
Services and the U.S. Department of Agriculture.  (W. & I. Code Section
10950).

HOW TO ASK FOR A STATE HEARING

The best way to ask for a hearing is to fill out this page. Make
a copy of the front and back for your records. Then, send or
take this page to:

Your worker will get you a copy of this page if you ask. Another
way to ask for a hearing is to call 1-800-952-5253.  If you are
deaf and use TDD, call: 1-800-952-8349.

HEARING REQUEST

I want a hearing because of an action by the Welfare Department

of _____________________________________ County about my

■■ Cash Aid     ■■ Food Stamps     ■■ Medi-Cal     ■■ Child Care

■■ Other (list)_________________________________________

Here's why:___________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

■■ Check here and add a page if you need more space.

■■ I want the person named below to represent me at this hearing.
I give my permission for this person to see my records or come
to the hearing for me.

NAME________________________________________________

ADDRESS ____________________________________________

____________________________________________

■■ I need a free interpreter.
My language or dialect is: _____________________________

My name: _________________________________________

Address: _________________________________________

_________________________________________

Phone: _________________________________________

My case number:_______________________________________

My signature: _________________________________________

Date: _________________________________________
NA BACK 8



COUNTY OFNOTICE OF ACTION
(Continued)

STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

Notice Date :  ____________________________________________________________________________
Case

Name :  ____________________________________________________________________________

Number : ____________________________________________________________________________

Underpayment Month and Year: ______________ ______________ ______________ ______________ ______________

A Family Gross Income
____________________________ $ ______________ ______________ ______________ ______________ ______________
____________________________ + ______________ ______________ ______________ ______________ ______________

Total Gross Income   1 = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Basic Need for _____ Persons $ ______________ ______________ ______________ ______________ ______________
Special Needs + ______________ ______________ ______________ ______________ ______________
Total Needs = ______________ ______________ ______________ ______________ ______________

X 1.85
185% of Needs   2 = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________

If  1 is larger than  2 , you were not eligible in that month so no underpayment occurred.

B Net Countable Income
Total Earned Income $ ______________ ______________ ______________ ______________ ______________
Work Expense Disregard – ______________ ______________ ______________ ______________ ______________
$30 and 1/3 Disregard (Assistance Unit only) – ______________ ______________ ______________ ______________ ______________

Subtotal = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Dependent Care Disregard 
(Assistance Unit only) – ______________ ______________ ______________ ______________ ______________
Other Countable Income (List Sources)
_______________________________ + ______________ ______________ ______________ ______________ ______________
_______________________________ + ______________ ______________ ______________ ______________ ______________
Court Ordered Child/Spousal Support Paid 

for Persons Not Living in the Home – ______________ ______________ ______________ ______________ ______________
Support Paid to Other(s) Not Living in the

Home Claimed as Federal Tax Dependent
(Non-Assistance Unit Only) – ______________ ______________ ______________ ______________ ______________

Net Countable Income = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________

C Correct Cash Aid Payment
Basic Need Amount  (# persons)  $ ( ) ( ) ( ) ( ) ( )______________ ______________ ______________ ______________ ______________
Special Needs + ______________ ______________ ______________ ______________ ______________
Net Countable Income – ______________ ______________ ______________ ______________ ______________

Subtotal A = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Maximum Aid Payment (MAP) $ ______________ ______________ ______________ ______________ ______________
Special Needs + ______________ ______________ ______________ ______________ ______________

Subtotal B = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Correct Cash Aid Amount 
(Lesser of Subtotal A or B) $ ______________ ______________ ______________ ______________ ______________

D Underpayment
Correct Cash Aid Amount $ ______________ ______________ ______________ ______________ ______________
Cash Aid Paid to You – ______________ ______________ ______________ ______________ ______________
Underpayment Subtotal C = ______________ ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________
Interest Rate Multiplier x ______________ ______________ ______________ ______________ ______________
Interest Subtotal D = _______________ _______________ _______________ _______________ _____________________________ _______________ _______________ _______________ ______________

E Retroactive Benefits
Underpayment Subtotal C $ ______________ ______________ ______________ ______________ ______________
Interest Subtotal D + ______________ ______________ ______________ ______________
Total Retroactive Benefits = ______________ ______________ ______________ ____________________________ ______________ ______________ ______________ ______________

Total Underpayment (Subtotal C-All Months) $ ______________
Total Interest (Subtotal D-All Months) + ______________

TOTAL RETROACTIVE BENEFITS (All Months) $ ______________

Rules: These rules apply; you may review them at your
Welfare Office: PAOLI v. ANDERSON
State Hearing: If you think this action is wrong, you can ask for
a hearing. The back of Page 1 tells how.
TEMP NA 302B (8/98) CONTINUATION PAGE - RETROACTIVE COMPUTATION WITH INTEREST (PAOLI V. ANDERSON 11/1/96 - 1/1/98) Page 2 of 2

Underpayment Amount Owed
(For Underpayments Occurring From 11/1/96 and before 1/1/98)



STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICESCOUNTY OFNOTICE OF ACTION

Notice Date :
Case

Name :

Number :
Worker

Name :

Number :

Telephone:

Address :

Questions? Ask your Worker.

ADDRESSEE

State Hearing: If you think this action is wrong,
you can ask for a hearing. The back of this page
tells how.  Your benefits may not be changed if you
ask for a hearing before this action takes place.

Rules: These rules apply. You may review them at your welfare
office:  Paoli v Anderson

TEMP NA 302C (8/98) PAOLI V. ANDERSON RETROACTIVE DENIAL Page 1 of ____

We have denied your claim for back cash aid for the month(s) of

_______________________________ dated ___________________.

HERE'S WHY:

■■ You did not give us your claim by November 30, 1998.

■■ You did not return a completed claim form by _______________.

■■ Your cash aid was not stopped, changed, or denied because you
got a lump sum in this county.

■■ You did not send the information we requested 
by _______________.

■■ You must file your request for back cash aid with the county
where you applied for or got cash aid between November 1996
and November 1997.

■■ We have sent your claim to  _______________ county. You will 
get another notice from them.

■■ Your total countable property in the month(s) of _____________,
was more than the property limit of _________________.

■■ Other:

Medi-Cal: This Notice of Action does NOT change or stop Medi-
Cal benefits.  Keep your plastic Benefits Identification Card(s).



YOUR HEARING RIGHTS

To Ask For a State Hearing

• You only have 90 days to ask for a hearing. The 90 
days started the day after we gave or mailed you this 
notice.

• You have a much shorter time to ask for a hearing if
you want to keep your same benefits.

To Keep Your Same Benefits While You Wait For a Hearing

You must ask for a hearing before the action takes place.

• Your Cash Aid will stay the same until your hearing.

• Your Medi-Cal will stay the same until your hearing.

• Your Food Stamps will stay the same until the hearing 
or the end of your certification period, whichever is 
earlier.

• Your CalWORKs Child Care benefits will not stay the
same until your hearing.

• If the hearing decision says we are right, you will owe 
us for any extra cash aid or food stamps you got.

To Have Your Benefits Cut Now

If you want your Cash Aid or Food Stamps cut while 
you wait for a hearing, check one or both boxes.

■■ Cash Aid ■■ Food Stamps

To Get Help

You can ask about your hearing rights or free legal aid at
the state information number.

Call toll free: 1-800-952-5253

If you are deaf and use TDD, call: 1-800-952-8349

You may get free legal help at your local legal aid office or
welfare rights group.

Other Information

Child and/or Medical Support: The District Attorney’s office will help
you collect support even if you are not on cash aid. There is no cost for
this help. If they now collect support for you, they will keep doing so
unless you tell them in writing to stop. They will send you any current
support money collected. They will keep past due money collected that
is owed to the county.

Family Planning:  Your welfare office will give you information
when you ask for it.

Hearing File: If you ask for a hearing, the State Hearing Office will set
up a file. You have the right to see this file.  The State may give your file
to the Welfare Department, the U.S. Department of Health and Human
Services and the U.S. Department of Agriculture.  (W. & I. Code Section
10950).

HOW TO ASK FOR A STATE HEARING

The best way to ask for a hearing is to fill out this page. Make
a copy of the front and back for your records. Then, send or
take this page to:

Your worker will get you a copy of this page if you ask. Another
way to ask for a hearing is to call 1-800-952-5253.  If you are
deaf and use TDD, call: 1-800-952-8349.

HEARING REQUEST

I want a hearing because of an action by the Welfare Department

of _____________________________________ County about my

■■ Cash Aid     ■■ Food Stamps     ■■ Medi-Cal     ■■ Child Care

■■ Other (list)_________________________________________

Here's why:___________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

■■ Check here and add a page if you need more space.

■■ I want the person named below to represent me at this hearing.
I give my permission for this person to see my records or come
to the hearing for me.

NAME________________________________________________

ADDRESS ____________________________________________

____________________________________________

■■ I need a free interpreter.
My language or dialect is: _____________________________

My name: _________________________________________

Address: _________________________________________

_________________________________________

Phone: _________________________________________

My case number:_______________________________________

My signature: _________________________________________

Date: _________________________________________
NA BACK 8



The county needs more facts on your PAOLI v ANDERSON claim
dated ________________________________ .

■■ Fill in the circled parts of the attached claim form.

■■ You must send or bring the completed form back to us 
by _______________________________.

■■ Other:____________________________________________

If we do not have it by this date, your claim will be denied and you
will not get back cash aid.

STATE OF CALIFORNIA
HEALTH AND WELFARE AGENCY
DEPARTMENT OF SOCIAL SERVICES

COUNTY OFNOTICE OF ACTION
Notice Date :
Case

Name :

Number :
Worker

Name :

Number :

Telephone:

Address :

Questions? Ask your Worker.(ADDRESSEE)

State Hearing: If you think this action is wrong, you can
ask for a hearing. The back of this page tells how. Your
benefits may not be changed if you ask for a hearing
before this action takes place.

Rules: These rules apply; you may review them at your welfare
office:  Paoli v Anderson

TEMP NA 302A (8/98) PAOLI V. ANDERSON RETROACTIVE REQUEST FOR INFORMATION Page 1 of ____



YOUR HEARING RIGHTS

To Ask For a State Hearing

• You only have 90 days to ask for a hearing. The 90 
days started the day after we gave or mailed you this 
notice.

• You have a much shorter time to ask for a hearing if
you want to keep your same benefits.

To Keep Your Same Benefits While You Wait For a Hearing

You must ask for a hearing before the action takes place.

• Your Cash Aid will stay the same until your hearing.

• Your Medi-Cal will stay the same until your hearing.

• Your Food Stamps will stay the same until the hearing 
or the end of your certification period, whichever is 
earlier.

• Your CalWORKs Child Care benefits will not stay the
same until your hearing.

• If the hearing decision says we are right, you will owe 
us for any extra cash aid or food stamps you got.

To Have Your Benefits Cut Now

If you want your Cash Aid or Food Stamps cut while 
you wait for a hearing, check one or both boxes.

■■ Cash Aid ■■ Food Stamps

To Get Help

You can ask about your hearing rights or free legal aid at
the state information number.

Call toll free: 1-800-952-5253

If you are deaf and use TDD, call: 1-800-952-8349

You may get free legal help at your local legal aid office or
welfare rights group.

Other Information

Child and/or Medical Support: The District Attorney’s office will help
you collect support even if you are not on cash aid. There is no cost for
this help. If they now collect support for you, they will keep doing so
unless you tell them in writing to stop. They will send you any current
support money collected. They will keep past due money collected that
is owed to the county.

Family Planning:  Your welfare office will give you information
when you ask for it.

Hearing File: If you ask for a hearing, the State Hearing Office will set
up a file. You have the right to see this file.  The State may give your file
to the Welfare Department, the U.S. Department of Health and Human
Services and the U.S. Department of Agriculture.  (W. & I. Code Section
10950).

HOW TO ASK FOR A STATE HEARING

The best way to ask for a hearing is to fill out this page. Make
a copy of the front and back for your records. Then, send or
take this page to:

Your worker will get you a copy of this page if you ask. Another
way to ask for a hearing is to call 1-800-952-5253.  If you are
deaf and use TDD, call: 1-800-952-8349.

HEARING REQUEST

I want a hearing because of an action by the Welfare Department

of _____________________________________ County about my

■■ Cash Aid     ■■ Food Stamps     ■■ Medi-Cal     ■■ Child Care

■■ Other (list)_________________________________________

Here's why:___________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

_____________________________________________________

■■ Check here and add a page if you need more space.

■■ I want the person named below to represent me at this hearing.
I give my permission for this person to see my records or come
to the hearing for me.

NAME________________________________________________

ADDRESS ____________________________________________

____________________________________________

■■ I need a free interpreter.
My language or dialect is: _____________________________

My name: _________________________________________

Address: _________________________________________

_________________________________________

Phone: _________________________________________

My case number:_______________________________________

My signature: _________________________________________

Date: _________________________________________
NA BACK 8


